Coping with epilepsy: the effect of coping styles on self-perceived seizure severity and psychological complaints  by Oosterhuis, A.
Article No. seiz.1998.0255, available online at http://www.idealibrary.com on
Seizure 1999; 8: 93 –96
Coping with epilepsy: the effect of coping styles on
self-perceived seizure severity and psychological
complaints
A. Oosterhuis
Ignatius Ziekenhuis, Department Medical Psychology, Breda, The Netherlands
Correspondence to: Dr A. Oosterhuis, c/o Ignatius Ziekenhuis, Department of Medical Psychology, P.O. Box 90158,
4800 RK Breda, The Netherlands
Having a chronic condition like epilepsy imposes a serious burden for the sufferer. This is reflected in a higher level of
psychological complaints. The way in which one copes with epilepsy is an important determinant in this level of complaints and
in the self-perceived severity of the seizures. In this paper the relation between coping styles and self-perceived seizure severity
as well as psychological complaints, is studied. A group of epilepsy patients was asked to fill out a number of questionnaires on
coping styles, self-perceived seizure severity and psychological complaints. The patients with epilepsy were seen to have coping
styles different from the general population: in general they tended to use less active strategies in coping with their problems.
A less active coping style was found to be related to a higher self-perceived seizure severity. Other epilepsy-related variables,
like seizure frequency, showed no relation with self-perceived seizure severity. This could mean that stimulating patients to use
active coping styles results in a decrease in self-perceived seizure severity.
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The prevalence of epilepsy is being estimated at 1
in 125 to 200 people1. Despite the effectiveness of
antiepileptic drugs 40% of these are unsatisfactorily
controlled by pharmacological therapy2. This means
that in 1 in 300 to 500 people epilepsy becomes a
chronic condition. Having a chronic condition with as-
sociated medical and neurological handicaps, the dif-
ficulties of prolonged drug treatment and the psycho-
logical problems associated with chronic illness have
an important impact on one’s quality of life3–5. This is
reflected in a higher incidence of anxiety and depres-
sion in people with epilepsy6–9. There is, however, a
great variability in the extent to which one experiences
these difficulties4.
In adjusting to this chronic condition the method of
coping with epilepsy seems to be a determinant signif-
icant in the self-perceived severity of the seizures10–12.
In the literature on coping, various styles are reported
related to psychological, physical and social well-
being13–16. Usually three categories are described: cop-1059–1311/99/020093 + 04 $12.00/0ing styles directly aimed at the problem, styles directed
at the appraisal of the situation by, for instance, utilizing
comforting cognitions, and symptom-directed pallia-
tive modes of coping leading to reduction of arousal17.
The choice of coping strategy is determined by per-
sonal characteristics, the social environment and, prob-
ably most important, by the nature of the stress that
it is aimed against17. The effectiveness of these cop-
ing strategies depends upon its appropriateness for the
particular stressor. Emotion-directed coping, like pal-
liative strategies and the use of comforting cognitions,
seems to be most effective in situations when the stress-
ful situation is an unalterable one3.
The aim of this study is to investigate the relation be-
tween coping styles and the subjectively experienced
severity of having seizures, and the relation between
coping styles and psychological complaints. We also
aim to explore the efficacy of the several coping strate-
gies and to compare the relative contribution of cop-
ing style to psychological adjustment, compared with
variables traditionally used in epilepsy research, like
seizure frequency.c© 1999 British Epilepsy Association
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Table 1: Overview of UCL and SCL-90 subscales and their measuring objective.
Instrument Subscales (number of items) Measuring objective
UCL Active approach (7) Taking time to evaluate a problem situation and using active and goal-directed problem
solving behaviour
Palliative reactions (8) Seeking diversion in order not to have to think about the problem, trying to feel better by
relaxing, smoking or drinking
Avoiding (8) Avoiding the problem situation, waiting to see what happens
Seeking social support (6) Sharing the problem with other people, seeking comfort and understanding
Depressive reaction (7) Letting oneself be swamped by the problem, seeing the negative side of it, being helpless
Expression of emotions (3) Showing anger and frustration, abreaction of emotions
Comforting thoughts (5) Comforting oneself with thoughts like ‘things will get better’, ‘other people also have their
problems’, ‘things could be worse’
SCL-90 Fear (10) Generalized fear and arousal
Agoraphobia (7) Phobic fear of open spaces, public places, fear of losing control over oneself
Depression (16) Depressive symptoms
Physical complaints (12) Physical complaints associated with stress
Insufficiency of thought (9) Problems in cognitive functions
Interpersonal sensitivity (18) Dissatisfaction with oneself in relation with others
Hostility (6) Feelings of anger, hostility and aggression
Complaints of sleep (3) Problems of initiating and maintaining sleep
Table 2: Mean scores .X/ and standard deviations (SD) of patients with epilepsy and the general population on UCL scales.
Male Female
Epilepsy patients General population t Epilepsy patients General population t
N D 22 X (SD) N D 1071 X (SD) N D 30 X (SD) N D 712 X (SD)
Subscale
Active approach 18.6 (4.1) 18.4 (3.6) 0.36 16.6 (3.8) 19.3 (5.1) −3:86
Palliative reactions 18.7 (4.4) 15.3 (3.6) 4.26* 19.2 (3.7) 17.3 (6.1) 2.80†
Avoiding 15.0 (5.3) 14.7 (3.3) 0.31 13.2 (5.2) 15.5 (6.0) −2:06†
Seeking social support 12.9 (3.6) 11.0 (2.9) 2.87† 14.4 (3.9) 14.5 (4.9) −0:09
Passive reactions 11.7 (3.1) 10.5 (2.9) 2.09† 13.1 (3.4) 10.9 (5.4) 3.7*
Expression of emotions 5.7 (1.7) 6.2 (1.7) −1:39 6.4(2.1) 6.4 (2.3) —
Comforting thoughts 13.3 (3.3) 11.5 (2.5) 2.99† 13.1 (3.4) 12.1 (3.8) 1.67
P < 0:01; † P < 0:05.Materials and Methods
For this study, randomly selected out-patients of the
local epilepsy centre were asked to cooperate. Crite-
ria for inclusion in the study were a positive diagnosis
of epilepsy, an age of 18 years or older and having an
at least average intelligence as estimated by the neu-
rologist. Besides basic demographic data like age and
sex, epilepsy-related data were collected: seizure fre-
quency, duration of epilepsy and epilepsy type. The
patients participating in the study were given a number
of self-report questionnaires to fill out.
To assess coping styles employed by the subjects the
Dutch questionnaire ‘Utrechtse Coping Lijst’ (UCL)
consisting of 44 items was used, based on a question-
naire by Westbrook18, 19. Subjects were asked to rate
how frequently they used the coping style described
in the item on a 4-point scale, ranging from ‘never or
hardly ever’ to ‘very often’. Total scores were the com-
puted for each of the seven scales in the questionnaire
(Table 1).
Psychological complaints were assessed with the
Symptom Check List (SCL-90)20, 21. This is a 90-item
questionnaire asking subjects to rate on a 5-point scale,
ranging from ‘not at all’ to ‘very much’, how much theywere troubled by various psychological and psycho-
physiological complaints in the previous week. Eight
subscales were computed (Table 1).
Self-perceived seizure severity was rated by the sub-
jects with a translation of the seizure severity scale22,
a 19-item scale that describes several aspects of having
epilepsy and asks the subject to rate each aspect on a
4-point scale.
Statistical analysis
Several descriptive statistics of the data collected were
computed. The scale scores of the questionnaires were
calculated and compared by means of t-tests with the
values of the general population given in the ques-
tionnaire manuals. The relation between coping style,
epilepsy-related variables and self-perceived seizure
severity was studied using regression analysis.
Results
Of the 70 subjects participating in the study the ques-
tionnaires of 30 men and 31 women could be pro-
cessed. Their mean age was 41.2 years. Sixteen of the
subjects were seizure-free in the 4 weeks preceding
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Table 3: Mean scores .X/ and standard-deviations (SD) of patients with epilepsy and the general population on SCL-90 scales.
Male Female
Epilepsy patients General population t Epilepsy patients General population t
N D 29 X (SD) N D 432 X (SD) N D 31 X (SD) N D 577 X (SD)
Subscale
Fear 14.7 (4.9) 13.0 (4.3) 1.97 18.6 (7.1) 14.6 (5.7) 3.11†
Agoraphobia 9.0 (3.0) 7.9 (2.1) 1.94 10.9 (4.0) 8.7 (3.4) 3.06†
Depression 24.3 (7.8) 20.7 (6.3) 2.50† 31.6 (12.9) 23.8 (8.6) 3.35†
Somatic complaints 18.4 (5.7) 16.6 (5.7) 1.65 22.4 (7.8) 18.7 (7.1) 2.65†
Insufficiency in thought and action 18.9 (7.2) 13.2 (4.6) 4.24* 20.0 (6.8) 14.1 (5.1) 4.85*
Interpersonal sensitivity 28.5 (9.5) 24.6 (6.8) 2.20† 34.5 (13.6) 26.3 (8.8) 3.37†
Hostility 8.3 (2.4) 7.5 (2.5) 1.81 10.5 (4.8) 7.6 (2.4) 3.38†
Insomnia 4.7 (2.4) 4.6 (2.4) 0.15 5.8 (3.5) 5.2 (2.8) 1.01
P < 0:01; † P < 0:05.
Table 4: Stepwise multiple regression analysis.
R2 delta R2 Beta
Self-perceived seizure severity as dependent variable
Coping strategy active approach 19.3 19.3 −0:461
Seizure frequency 35.3 15.9 −0:400†
Psychological complaints as dependent variable
Coping strategy depressive reaction 47.7 47.7 0.690*
Coping strategy palliative reaction 58.7 11.1 −0:336
Coping strategy active approach 79.8 4.9 −0:248†
P < 0:01; † P < 0:05.the study. Of the people having seizures in this period
the average seizure frequency was 11.3 (SD 16.4). The
average seizure frequency of the total group was 7.9
per 4 weeks (SD 14.6). The people in the study had
suffered from epilepsy for, on average, 19 years (SD
14.1, range 2–53).
On the coping questionnaire male epilepsy, patients
showed higher scores than the general population on
the subscales of palliative reactions, avoiding seeking
social support and the use of comforting thoughts. Fe-
male patients had lower scores on the subscale of ‘ac-
tive approach’ (Table 2).
Male patients show significantly higher scores on the
Symptom Check List subscales of depression, insuffi-
ciency in thought and action and interpersonal sensi-
tivity. Female patients show higher scores on the same
subscales, as well as on fear, agoraphobia, somatic
complaints and hostility. The scores mentioned above
are also clinically significant (Table 3).
The coping style ‘active approach’ showed a signif-
icant negative correlation with self-perceived seizure
severity (r D −0:53, P < 0:01). The correlation
found between seizure frequency and self-perceived
seizure severity was not statistically significant. Step-
wise multiple regression analysis showed the coping
style ‘active approach’ to explain 19.3% of the vari-
ance in self-perceived seizure severity, whereas seizure
frequency explained 15.9% of the variance. The vari-
ance in the total amount of psychological complaints
was best explained by the coping styles: ‘depressive
reaction’; ‘palliative reaction’ and ‘active approach’
(Table 4).No association was found between the other UCL
and SCL subscales of duration of the condition and
self-perceived seizure severity.
Discussion
The patients with epilepsy show coping styles differ-
ent from the general population. Male patients tended
to tackle problems by palliative reactions, like seeking
diversion, trying to feel better by smoking, drinking or
relaxing, by avoiding problematic situations, seeking
social support or by using comforting thoughts, like
encouraging oneself by making negative comparisons
or saying that things eventually will get better. Female
patients with epilepsy differ from the general popula-
tion by a less active approach of problems.
A higher expectation of a level of psychological com-
plaints than in the general population, as mentioned by
other authors, was confirmed in the population of this
study. It was interesting to see, however, that no rela-
tion was found between epilepsy-related variables, like
seizure frequency and psychological complaints.
The coping style ‘active approach’, characterized by
taking time to evaluate a problem situation and using
actively goal-directed problem-solving behaviour, was
negatively correlated with self-perceived seizure sever-
ity. Regression analysis showed an explained variance
of 19% in self-perceived seizure severity by the active
coping style. It is interesting to see that the factor that is
supposed to be most important in the subjective expe-
rience of the seizures, i.e. the seizure frequency, seems
to be of less significance in the data presented here.
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